A 76-year-old woman was referred for diagnostic esophagogastroduodenoscopy (EGD) because of melena and iron deficiency anemia without other symptoms of gastrointestinal disease. Although the patient was a smoker, she had no major signs of chronic obstructive lung disease with an oxygen saturation of 90 %. EGD with conscious sedation using midazolam was performed by a physician in training and supervised by an expert gastroenterologist. Esophageal intubation went smoothly and the stomach was carefully insufflated with room air to show normal mucosa. Only modest signs of inflammation and erosions were detected in the duodenum. As the endoscope was being withdrawn, biopsies were taken in the antrum for Helicobacter pylori testing. At this point the patient suddenly started to cough and choke, upon which vigorous bleeding and mesenteric fat were observed in the proximal part of the lesser curvature of the gastric body, indicating that a perforation had occurred (• " Fig. 1) . The examination was immediately terminated and the patient underwent emergency laparotomy, which revealed an 8-cm long, full-thickness perforation along the lesser curvature of the stomach (• " Fig. 2 ). The gastric perforation was sutured and the patient recovered uneventfully. Diagnostic EGD is a very safe procedure with the reported incidence of perforation being below 0.05 % [1]. Gastric perforations due to malignancy and therapeutic endoscopy may occur anywhere in the stomach [2] . In contrast, most cases of gastric rupture due to increased intra-abdominal pressure (cardiopulmonary resuscitation, Heimlich maneuver and blunt abdominal trauma), as well as over distension by food or hair, and barotrauma occur in the proximal part of lesser gastric curvature [3 -5] . In the present case, it is assumed that the choking and coughing, possibly related to her smoking history and aspiration of saliva, together with insufflation-induced gastric distension led to increased intraabdominal pressure, thereby causing the gastric rupture. Indeed, vomiting and forceful coughing have been previously reported to provoke gastric rupture [4] . This case also indicates the need for careful attention to be paid to the airway at all times during upper gastrointestinal endoscopy, in order to prevent choking and forceful vomiting. Although gastric rupture is an exceptionally rare complication in diagnostic EGD, patients should be informed of the risk. Endoscopists should be aware of this severe and potentially life-threatening complication in all upper gastrointestinal endoscopic procedures.
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